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ABSTRACT 
This thes is involves the development and testing of clinical effi­
cacy of an optometric pre-case history form. Subjectively and objec­
tively, it was found that the recording of the adult patient's back­
ground information can be made more complete by the use of a s tandardized 
patient-completed pre-case his tory form, that takes four to five minutes 
to complete. Patient acceptance and intern attitudes toward this pre­
cas e his tory form were found to be very pos itive. 
INTRO DU CTI ON 
In a modern optometric practice, it is absolutely essential that 
compl ete and accurate records be maintained. The main purpose of keeping 
accurate and compl ete records is to assist in giving the best possibl e 
treatment to the patient. Keeping good records hel ps provide continuity 
of care and, without such a record, the doctor coul d not remember from 
one visit to the next, just exactly what he had found and just what he 
had prescribed "in each case; nor woul d he be able to form an opinion 
about the progress of the patient. A complete patient history is prob­
ably the most important part of the examination, thus it is neccesary to 
maintain a thorough and accurate compilation of this information. Hi story 
recording is often the most useful element at arriving at a diagnosis. 
No detail shoul d be omitted; significant cl ues may appear. To avoid omis­
sions, it is neccesary for the optometrist to adopt and practice a sys­
tematic method of procedure. 
This procedure must be designed to assure an imnediate response of 
trust and confidence in the practicioner by the patient. An orderl y 
and l ogical progression should be directed toward securing the ful l co­
operation of the patient. It may be very annoying or confusing to the 
patient who has a specific complaint, to be concerned with seemingl y 
unrel ated and il l ogical questions. Therefore, even in the initial phase 
of the interview, it is important that the patient be educated as to the 
purpose of the interrogation simul taneousl y to answering the questions. 
Records are often used to evaluate the effectiveness of certain 
types of treatment or to determine the incidence of a given problem. 
Correlations of such statistical information may resul t in a new outl ook 
·-
on some phase of practi ce. Th i s  l eads to progres s i n  terms of revi sed 
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techni ques  and treatment. The stati s ti cal data whi ch can be gl eaned from 
records,  are a l so  val uabl e i n  the preparat ion of sci enti fi c papers, books , 
and l ectures , 
An i n c i denta l purpose of compl ete records i s  thei r val ue  i n  the 
l egal worl d .  A patient may wi s h  to su bstanti ate h i s  cl a i ms to an i n­
s urance company for damages resu l t i ng  from an acc i dent that requ i red 
treatment. It i s  even more i mportant that cl ear compl ete records can be 
furnished i n  court when a pati ent  i n vo l ves a practi t i oner i n  l i t i gati on . 
Theoreti cal l y, the oral h i story s hou l d be as accurate and comp l ete 
as a wri tten pre-case h i story form. We bel i eve, and hope to s how that 
oral h i stor i es are not as compl ete as  pat i ent compl eted case  h i story forms, 
pos s i bl e  to due t ime factors and carel essness i �  record ing . A compl ete 
h i story s houl d i nc l ude many t h i n gs ;  whether asked oral l y, or by a wri tten 
form . 
The i n i t i a l recordi n gs on the pati ent compl eted form are not a pri ­
mary concern of d i a gnos i s  and therapy. I t  s houl d i ncl ude a regi strat i on 
whi ch i s  usual l y  ta ken and kept wi t h i n  the record. Th i s  obvi ous l y s houl d 
i n cl ude the date, pati ent's name, age, sex, mari ta l status, address,  
p hone n umber, bus i ness p hone, empl oyer, occupat ion ,  bas i s  of referral , 
and any  other i nformati on that i s  needed to i ns ure that transacti ons  wi l l  
be made on a sound bus i ness bas i s .  Th i s  routi ne i n formati on s hou l d then 
be fol l owed by the deta i l ed i n formati ons of the pati ent i n  the fol l owi ng  
catagories:  
-Job and hobby condi ti ons 
-Pati ent's medi ca l  and dental h i s tory, i ncl ud i ng drug use 
-Fami l y  hi story 
-Major compl ai nt, i n  pati ent's own words 
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-Secondary compl a i nts  
-Hi story of comp l a i nts- onset, severi ty, l ocati on, durati on, rel i ef 
-Efforts to eli ci t  further symptoms whi ch, to the pati ent, may seem 
unre l ated 
It  i s  our i ntent to  des i gn and devel op a pre-case hi story form that 
wi ll be a val uable i n strument in an optometri c practi ce .  The i ntegrati on 
between the pati ent- suppl i ed  background i n format ion, and the optometri c 
pract i t i oner 1 s  oral i n vesti gat i on of the pati ent1s probl em, and the opto­
metri c fi ndi ngs,  wi l l  enable the cli n i ci an to reveal the true nature of 
the pati ent1s probl em and thu s  i nd i cate the proper course of therapy. 
All relevant sources al l ude to the benefi ts of a pati ent- completed 
pre-case hi story form, but thei r value and needed content rema i n s  re-
markabl y vague throughout optometri c l i terature . After deve l op i n g  a 
standardized/pi=e�case' history :'form,, we . .  wi 11 :compare .the wri tten ;;form ;to 
the ora l ly taken case  hi s tory to see whi ch contai ned more s i gn i fi cant 
i nformat ion about the pat i ent .  O ur  analys i s, li ke that of Elwi n Marg 
wi th hi s computer ass i sted case hi story studi es,  wi ll i nvol ve a count, 
mean, and standard devi at ion of the n umber  of useful  i tems, about a 
g i ven pati ent, that the student cli n i c i an obta i n s  and records i n  hi s 
u sual ora l  i ntervi ew. Our anal ys i s  also i ncludes the count, mean, and 
standard devi ati on of the re l evant  i tems that our standardi zed form fi nds 
on the same pat i ent . The d i fference between the number of  i tems obtai ned 
or the n umber of i tems mi s sed by s ubjecti ve methods wi l l  be tabulated to 
demonstrate the potenti al  of our pre-case hi story. The quest i onai re 
completed by both the pat i ent and i n tern , wi ll be i ncorporated to s ubject­
i vel y eval uate the effi cacy of our  pre-case hi story form. 
6. 
METHODS 
There we�� two parts  to our project . The fi rst part i n vol ved the 
devel opment and pri nti ng  of our pre-case h i story form. Through an anal ­
ys i s  of optometri c l i terature, revi ew of avai l ab l e case h i story forms 
presentl y used i n  the fi el d, and by cl i n i cal  experi mentat ion wi th forms, 
we rev i sed  our pre-case h i  story form.  P l  ease refer to appendi x one  for 
our form.  The  second part of our project was the  experi ment descri bed 
bel ow. 
SUBJECTS 
The subjects used i n  th i s experi ment were pati ents n umberi ng forty­
three from Fi tzs i mon s Army Medi ca l  Center, e i ghty-seven from Port l and 
Optometri c Center, and n i nety-one from Paci fi c  Un i vers i ty Cl i n i c .  The 
patients were drawn from the normal popu l at i on of pati ents who came 
to the c l i n i cs for the fi rst t i me for ful l exams. Peopl e comi n g  to 
the c l i n i cs for d i s pens i ng, contact l ens  checks, and V . T. vi s i ts were 
omi tted from th i s  experi ment . 
Furtheremore, ch i l dren were omi tted except for those who coul d fi l l  
out the form themsel ve s .  For chi l dren,  under age 12, o r  for ch i l dren wi th  
known deve l opmental probl ems, we feel that a separate deve l opmental form 
s houl d be used . 
METHODS AND MATERIALS 
Upon arri val at the cl in i c, each pat i ent was asked to fi l l  out o ur 
pre-case h i story form and, upon compl eti on, return i t  to the desk.  
In e i ghty-two cases, these compl eted forms were made ava i l abl e to the 
i n tern ,  to be used i n  con jucti on wi th  the exami nati on . I n  one-h undred 
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and twenty-seven cases,  the completed forms were wi t hheld from the i nterns. 
Th i s  created two d i st i nct groups . 
The fi rst group, referred to as  pati ent group A, the i nterns were 
a l l owed to use the pat i ent completed pre-case h i story fonn . These 
i n terns were as ked to compare our form agai nst  thei r own verbal pati ent 
h i s tory and evaluate vari ous aspects of our form . We provi ded a stand­
ard quest i ona i re i nvol v ing  seven quest i ons, and space for addi ti onal 
comments , for the i ntern to use i n  t h i s  evaluat ion . See append i x  two 
for a sample of the i ntern eva luat i on form. 
The second pati ent group B,  also completed our  pre-case h i story 
form. The compl eted fonns of thi s group, however, were not ava i lable 
to i n terns to use i n  conjunction wtth the oral i ntervi �w.  Thi s pro­
vi ded us the opportun i ty to compare the n umber of useful i tems that our 
form provi ded to  the  n umber of  usefu l  i tems found, and recorded by the  
i ntern in  h i s  us ual oral quest ion i ng .  
Pati ents from group A, ·were asked �to fi ll out additional ques­
ti ona i re pri or to the exami nati on . Th i s  was done to s urvey thei r 
op i n i on of our wri tten pre-case h i story form . On th i s  questi onai re, 
there were s i x  questi ons rel evant to our pre-case h i story form, and i n  
add i t i on,  room for comments were provi ded.  See appendi x three for 
a sampl e of the pati ent evaluati on form.  
OBJECTIVE MEASURE OF EFFI CACY: USEFUL I TEMS OF  INFORMAT I ON 
The cri teri a for usefu l  i tems of i nformation was establ i shed as  
fol lows; all i n formation on  our form is  con s i dered to  be  useful to 
a cli n i c i an ,  however, not all i tems were counted as s i gn i fi cant i n  thi s  
study. Most 1 1no11 responses on our form woul d  not be norma l l y  recorded 
from the ora l  i ntervi ew. In some ci rcumstances, a 1 1 no 1 1 response wou l d 
be cons i dered a usefu l  response  and thus used as a s i gn i fi cant i tem 
i n  the fi nal tabul at i on .  See  appendi x four  for a compl ete displ ay of 
useful i tems . Th i s cri ter i a  was establ i s hed to get a fai r  compari son 
of our form to the record i ngs  of the ora l  i ntervi ew wi th  the same pa­
ti ent. 
I f  an area, that i s  ci rcl ed on the d i sp l ay page, was checked by 
the pat i ent, i t  counted as one response for the wri tten i ntervi ew. 
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I f  i t  was al so noted, in any manner, in  the records of  the same pati ent, 
i t  was cons i dered a usefu l  i tem in the count of i tems found i n  the oral 
i ntervi ew. Any notat i on on the pati ent's record regard i ng past h i story, 
symptoms, cond i t i ons,  or  other pos s i b l e  s i gn i fi cant i n format i on that 
was found was a l so cons i dered as an i tem and used i n  the fi na l  tabu l a­
t i ons. 
Redundanc i es were counted on l y  once on e i ther form. For examp l e, 
i f  a pati ent wrote someth i ng  on "the s peci fi c probl em1 1 area and al so 
checked a correspond i ng box i n  a l ater sect i on, i t  wou l d coun$ onl y once. 
SUBJECTI VE MEASURE OF EFFI CACY: QUESTI ONAI RES 
The n umber of yes's and no's on the pati ent's eval uat i on forms 
and i ntern's eval uat ion forms were tabul ated to provi de a s ubjecti ve 
gauge of the effecti veness  of vari ous as pects of our pre-case h i story 
form. See append i x three for exampl e of the pati ent eval uat i on form, 
and appendi x two for exampl e of the i ntern eva l uat ion form. 
9. 
RESULTS 
OBJECTI VE RESULTS 
The pre-case h i story form as a whol e showed a mean n umber of useful 
i tems of i n formati on. as found by the cri ter i a  exp l a i ned on page 7 and 
demonstrated i n  a ppendi x 4, of 27.44 i tems per pre-case h i story form . 
A standard devi ati on of 6 . 97 and a range of 14 to 43 were a l so  found .  
The mean n umber of useful i tems found on the recordi ngs o f  t h e  ora l  case 
h i story i s  16 . 38 i tems per record . The standard devi ati on was found 
to be 6 . 05 and the  range, 7 to 38. The t value, for compari son, was 
found to be 9.47. Th i s i s  s i gn i fi cant to a l evel greater than . 001. 
The d i fference of the  means i s  11. 06 i tems, showi n g  more useful i n for­
mat i on ava i l abl e on our pati ent compl eted form , than on the us ual re­
cordi ngs of the ora l  i ntervi ew. 
The n umber of subjects  in the group  i s  105. The ti me i nvolved i n  
compl eti on of a pre-case h i story form was u sua l l y  4 to 5 mi nutes . 
A more deta i led l ook at thes e  resu l ts i s  needed to un derstand the 
ful l  i mpact and i mpl i cat i ons  of these  data. Breaki ng our case  h i story 
form i nto s i x  subdi vi s i on s  wi l l  al l ow a cl oser l ook. The d i scuss i on wi l l  
fol l ow, us i n g  these  s ubdi vi s i ons .  
TABLE OF DATA, CONTI NUED 
READS LOTS 
READS NEAR, FAR 
CHECK FOR READI NG 
0. 7 1  
0. 57  
1. 40 
CHECK GENERAL VISUAL 2.20 
H EALTH CONDI TI ON 
DATE OF MED ICAL 
DATE OF DENTAL 
MED ICATI ONS 
ALLERGI ES 
NAME O F  DOCTOR 
CHECK HEALTH 
HAVE HAD 
FAMILY H I STORY 
0. 97 
0. 71  
o. 77 
0. 91 
0. 86 
0.69 
0. 17 
1.  74 
9.09 
WRITTEN  
0. 37 
0.09 
0.40 
1 . 26 
0.97 
0.37 
0. 31  
0.91 
0.57 
0.20 
0. 7 1  
0.11 
0. 29 
ORAL 
0.34 
0. 48 
1.  00 
0. 94 
0 . 00 
0. 34 
0. 46 
0.00 
0. 29 
0. 49 
0.54 
1.  63 
9.20 
DIFFERENCE 
1 1 .  
READING 
VISUAL 
H EALTH 
FAMI LY 
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TABLE OF DATA 
The fol l owing tabl e i s  an expression of our  raw data converted into 
the rate of response per i tem, and the di fference of response rate, 
wri tten vers us ora l . Numbers are rounded to the nearest . 01 ,  or the 
equi va l ent of 1%.  Items l i sted correspond to the significant items 
as expl a i ned earl i er .  
I TEMI ZED RATE OF RESPONSES 
DATE 0 . 97 0 . 97 0 . 00 
NAME 1 .  00 1 .  00 0 . 00 
BI RTHDATE 0 . 97 0.97 0 . 00 
ADDRESS 1 .  00 0 . 86 0 . 14  
PHONE NUMBERS 1 . 40 1 . 1 7 0 . 23 
REGISTRAT I ON 
SPOUSE'S NAME 0 . 86 0 . 05 0. 81  
EMPLOYER 0 . 63 0 . 23 0 . 40 
TYPE OF WORK 0 . 54 0 . 34 0 . 20 
REFERRAL 0 . 63 0 . 29 0 . 34 
REASON FOR EXAM 0 . 74 0 . 7 1  0 . 03 
DURATI ON 0.28 0 . 1 1  0 . 17 
DATE OF  LAST EXAM 0 . 83 0 . 75 0 . 08 
V I SUAL 
EYE DOCTOR'S NAME 0 . 42 0 . 20 0 .  22 
I N FORMATION 
RX WORN 0 . 97 0 . 74 0 . 23 
DURAT I ON 0 . 69 0 . 29 0 . 40 
CL WORN 0 . 09 0 . 06 0 . 03 
FAR RX 0 . 57 0 . 46 0 . 1 1  
NEAR RX 0 . 48 0 . 29 0 . 19  
SATIS FIED 0 . 63 0.34 0 . 29 
WRITTEN ORAL DI F FERENCE 
L 
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SUBJECT I VE RESULTS 
I n  the presentation of this data, we are s howing our resul ts  in 
percentages . This al l ows an easier  comparison of one sect i on to another.  
Not a l l questions were an swered on each questionaire . Res ul ts g i ven 
i n  percentages do not interfere wi th  the comparison of data as  woul d 
resul ts given in raw numbers when the number of responses  varies from 
question to question . 
I NTERN EVALUATION 
The eval uati on of our pre-case  h i stroy form, by the i nterns using 
it i n  conjucti on wi th the i r exams, was as fol l ows : 
n�58 
1 )  Do you fee l  the case history form is too l on g? . . . . . . . . . . . . . . . .. 100% no 
2) Are there any parts that are uncl ear? . • . . . . . . . . . . . . . . ... . . . . . . . . . 100% no 
3 )  Do you fee l  that thi s case h i story form makes you r  
exam too impersonal ? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . . . . . .  100% no 
4)  Do you fee l that s uch a form hel p s  provi de a more 
thorough eye exami nation? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  75% yes 
5 )  Do you feel  the background  informati on obta i ned by 
this form is an adequate suITTlla ry of the i n formati on 
about the patient who compl eted i t? . . . . . . . . . . . . . . . . . . . . .. . . . . . • . .  85% yes 
6 )  Do you fee l  th i s fonn provi des a more USE FUL and 
DETAI LED patient h i story t hat your recordi n g  of 
your usua l  verba l i ntervi ew? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ,. 7 1%  yes 
7 )  Woul d  you consider u s i ng a wri tten form in your 
own practi ce? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . .  100% yes 
*note : percentages were rounded off to the nearest percent .  
13. 
PATI ENT EVALUATI ON 
The eva l uati ons of  our pre-case h i story form, by the patients, was 
found as  fol l ows : 
n.::;:1 16  
1 )  D i d  you object to  the fi l l i ng o ut  of  thi s h i story form? . . . . . • . . .  98% no 
2) Do you feel  the case history form was too l ong? . . . . . . . . . . . . . . . . .  90% no 
3 )  Are there any parts that are uncl ear? . . . . . . . . . . . . . . . . . . . . . . . . . . .  94% no 
4) Do you feel  the background informati on obta i ned by 
thi s form i s  a compl ete summary of your medi cal and 
visual h i story? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • . . . .  95% yes 
5 )  Do you feel  that s uc h  a form hel ps provi de a more 
thorough eye exami nati on? . . . . . . . . . . . . . . . . . . . . . . . . . . .. .. . . . . . . . . . . .  95% yes 
6 )  Do  you feel  that thi s  case  h i s tory form makes your  
examinat i on too i mpersonal ? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  90% no 
*note : percentages were rounded off to the nearest percent. 
DISCUSSION AND LIMITATIONS 
DISCUSSION OF  OUR PRE-CASE HISTORY FORM 
14 . 
It was our intent to devel op a pre-case history fonn that woul d 
provide the maximum optometric information about the patient, whil e mini­
mizing time to compl ete this form by the patient. We feel that we have 
designed a format that meets these requirements. In general , we feel 
that our format is s uperior to other s imil ar forms that were expl ored 
in the devel opment phase of our thesis.  
Many pre-case h istory forms util ize written p hrases by the patient 
throughout the form; whereas we have attempted to minimize patient 
writing by empl oying check boxes .  We bel ieve this is a more rapid 
method of data col l ection, a l so a more concise, understandabl e format 
for the patient to fol l ow. Through the use of several s ubdivisions 
we are abl e to incl ude many val uabl e items of information.whil e lim­
iting the l en gth to both sides of one page . Al most al l other pre-case 
history forms that we found to be compre hensive enough for practical 
c l inical use, were two, three or four pages in l ength.  In addition, 
we have incl uded more s pecific genera l  heal th  conditions pertinent to 
optometric heal th  care man agemen t  than were found on other forms ex­
pl ored .  Final l y, we feel  that our format affords the  cl inician an 
easier and more rapid inspection of the background information than do 
other pre-case history forms . 
15 .  
D ISCUSS I ON OF THE  OBJECT I VE DATA 
As done previous ly, the form wil l be discus sed in sections.  
REGISTRATION :  
T he  most significant items provided by our  pre-case  history form 
in this section were; ( 1 ) source of referral (2) , spouse or parent's 
name ( 3) empl oyer  and type of work the patient is invol ved in. T he , 
date, address,  and patient name was found to be a stan dard item on both 
forms,  thus exhibiting approximatel y  the same h igh frequency of response 
on both types of case histories - intern s recording of ora l  interview 
and our patient compl eted pre-case history form. We fee l  the difference 
in n umber of responses on the address  is not significant, as the patient's 
address  is usual ly  kept on the l edger .  However, it s houl d b e  recognized 
as  an important cross-check with l edger for bil l ing and communication 
purposes.  I n  addition, our form e l icited more specifical l y the patient ' s  
chief  reason for the visual examination. 
Source of referra l is an important factor for inter-professional 
l iason, name ly  referra l an d fol l ow up study of the pati.ent. The name 
of the patient's spouse or parent can be important in communication 
concerning  the patient's heal th  a s  wel l as bil ling the patient. The type 
of work an d the name of the patient's empl oyer are important considerations 
in prescribing for the patient ' s  visual needs and contacting the patient. 
V ISUAL I NFORMAT I ON 
The recording of  whether the patient had g l asses on or  not, and the 
initia l satisfaction with them was the most significant information in 
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t h i s  category, provi ded by our form that was not usual l y  recorded on the 
oral  intervi ew by the intern r This is essential i n formati on for ana l ­
ysis and determinati on of present refractive status that needs to be 
i ncluded in the record. Several patients who wore contact l enses were 
not revealed in the recordi ngs of  the oral i ntervi ew, but were found 
by our patient completed pre-case h i story form. In addi t i on,  whether 
the patient had a prescripti on for reading was shown more significantly  
by our  form. Apparently, some interns were not aware that the patient 
being examined present ly  wore gl asses . 
READI NG I NFORMATI ON 
I n  th i s section about reading, we fee l  i t  is important to know 
how much a person reads . This reading may be a part of  a hobby or a 
job. Thi s information is important in determining the vi s ual deman ds 
of the pati ent.  Our form provided this information s i gn i ficantly more 
often than the ora l  recordings.  
The reading distance is a l so a very signi ficant findi ng  of our 
pre-case  history form . I f  the patient feel s that he or s he is reading 
at an intermediate distance, that i s  fine . But, i f  the patient fee l s 
that he or she  reads at arm's l ength or  closer, this s houl d be investi ­
gated more thoroughly by the examiner. 
The check-off area el icited many probl ems in readi ng and/or near 
work . These were often not the main probl em or concern of the patient, 
but again, s houl d be investi gated by the practicioner, In some cases,  
these checked i tems were a more expl i cit description of the primary 
probl em as found i n  an earlier section of the form. 
The most  significant trend appears to be the l ack of informati on 
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about the patient's reading demands and habits, either not as ked about, 
or not recorde.d. by tbe intern .who takes the case history.oral ly. This 
impl ies that a standard approach to gaining  this information woul d 
be of  val ue. 
GENERAL VISUAL I N FORMATI ON {SYMPTOMS ) 
Our pre- case history form e l icited many symptoms by the check-off 
boxes that were not found otherwise . These symptoms s houl d provide a 
pathway for the  examiner to determine the correct sol ution to the pro­
bl em, which was stated earl ier  by the patient. In addition, the checked 
symptoms may be  indications of other probl ems not e l icited previous ly. 
One ramification is that these may be important symptoms of a probl em 
the patient did not consider significant. 
GENERAL HEAL TH 
We fee l  the mos t  significant information provided by our form that 
differed from the ora l  recordings were the specific heal th probl ems 
furnished in the check-off section, e . g. the el icitation of thyroid 
probl ems, diabetes, the high  b l ood press ure. The general statement of 
heal th  and the taking of medications were found to be an swered as fre­
q uently on both the oral records and the written form. These are ap­
parentl y items that were important enough to be recorded regu l arly in 
the ora l interview . The name of the family p hysician was recorded on 
our form far more frequentl y that by the ora l  interview. This woul d 
be va l uabl e for interprofessional  referral s ,  and/or monitoring of the 
patient .  This can be val uable in potential emergency s ituations a l so 
The check-off area of previous heal th  conditions al so manifested 
18 .  
a muc h  l arger array o f  vi s ua l l y  rel ated condi t i ons than the oral form . 
We feel the i mportance of thi s  sect i on i s  the pos s i bl e  rel at i ons h i p  
between present health condi t i on eti ol ogy and past heal th probl ems, 
wh i c h  may seem unre l ated to the pati ent. 
FAMI LY H I STORY 
We found many peopl e had a fami ly  h i s tory of d i abetes, hyperten­
s i on,  cataracts , or other condi t i on s  not noted on  the records of the ora l  
i ntervi ew . Thi s  i n format ion i s  very i mportant to the  pract i ti oner i n  
fol l owi ng  a g i ven pati ent's heal th . Al l i tems i n  the fami l y  h i story 
check-off area, are known ,to have- tncidence factors related to the in­
c i dence i n  fami ly  members . A checked i tem i n  th i s  area s hou l d a l ert 
the practi ti oner to be aware of pos s i ble geneti ca l ly  rel ated ocul ar  
changes. 
OVERALL DI SCUSS I ON OF OBJECT I VE RESULTS 
Our pati ent-compl eted pre-case h i story form showed on the average, 
a s i gn i fi cant i ncrease i n  the number of i tems recorded about the pati en t .  
Thi s demonstrates that our form provi des a much more comprehen s i ve re­
cord i ng  of a pati ent's h i story than the i ntern's oral i ntervi ew recordi n g. 
Thi s i mpl i es that s uch  a form cou l d be a va l uabl e  adjunct to normal 
optometri c case  h i story .  
L I MITAT I ONS 
The resu l ts coul d have had a di fferent s i gn i fi cance i f  a student 
popul at ion had not been used. That i s , i f  a popul ati on of pract i c i n g  
optometri sts h a d  been used i n stead, poss i bl y  more i nformati on wou l d 
have been recorded from the oral i n tervi ew. B ut, accord i ng  to El mstrom 
1 9. 
who quotes a study by Marg , the optometrist spends an average of three 
minutes on an oral case h i story .  In l ight of th i s  stati stic, t he  written 
record by the optometrist may not be as  good as the typi cal student 
mi ght have recorded. 
The resul ts cou l d pos s i bly  have been even more s i gn i ficant if 
certa i n  sections of the pre-case history form had been revised and 
further i nvesti qation completed. Us i ng suggesti ons  received in the 
subjective eva l uations and information gleaned di rect ly  from the use 
of the form, we propose  a few specific changes on the form. Please 
refer  to appendi x five for the form as  revised. 
The major  area that has been changed is the vi s ual i n formati on 
section.  This was done to hopefully el i minate the apparent confus i on 
on the part of a few patients . 
On the second page, a few addi tions an d de l etions were made to 
provide more informat i on to the pract i tioner  who uses it . These changes 
were made i n  both the "Check any that apply to your eyes 1 1 and "Check 
any that you have had11 sections . We feel these c hanges somewhat i m­
prove the informational value of these sect i ons . 
D I SCUSS I ON OF SUBJECTI VE RESULTS 
PATIENTS 
I t  must  be remembered that t he patients eva l uated our pre-case  
history form before meeting with the  examiner.  This coul d pos s i bl y  
account for the 10% of the patients respondi ng that the form makes the 
exam too i mpersona l . Up to this poi nt, the patient has had on l y  brief 
contact with the  staff person at the recepti on des k, Therefo re, there 
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is potential for the exam to become more personal. As the examiner be­
comes more famil i ar wi th  the use of the form, he s hould fi n d  more t i me 
to deal  wi th the patient's s pecific problems and di scussin g  them, rather 
than record i n g  in formation. 
There were also 10% of  the patients that felt the form was too l on g .  
I t  must b e  brought to one's attention that the patient h a d  just compl e­
ted a thorough personal registrati on form used rout i nely in Pacific Uni­
vers i ty clin i cs. This redundancy wou l d  not exist in situations other 
than investi gative circumstances .  We s uggest that the combination of 
these  two forms i ncreased the  number of patients that felt that the  
case history was too long .  Also, 5% felt that the visual and medi cal 
history was not complete. A few changes, as previously menti oned, have 
been made by i ncorporat ing  the s uggestions given by the pati ents and 
interns,  to make the form more complete, but not longer. 
I t  is important that the majori ty of patients feel  that such a form 
helps provi de a more thorough exam as was the case in our s tudy. The 
patient's attitudes  s hould be cons i dered in all p hases of practice . 
INTERNS 
The majori ty of interns  al so  fel t that the form was not too l on g, 
impersonal , or unclear. A larger proportion than in the patient group, 
a l though sti ll a mi nority, felt that i n formation was not a complete 
s ummary of patient i n format i on.  Al though  only 71%  of the interns  felt 
that the pre-case h i story form provided more useful an d detail ed infor­
mati on than the oral h i story, our  statistics s how 97% of the written 
forms contained more in formation that the oral recordi ngs . Comments 
by interns ,  in general, referred to our form as a good s upplement, 
making  the patient history more rapid and l eadi ng to a more thorough eye 
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examination. In addition, as  cited earl ier, the rol e  of our optometric 
pre-case history form is to be an initia l investigative tool , reveal ing  
in formation that is to  be  fol l owed up in the  cl inician's oral  interview. 
This impl ies  that interns fee l  s uch a form is a val uabl e and high ly  
accepted addition to  the  optometric examination . Virtual l y a l l c l inicians 
said that they wou l d  consider usin g  a written form in their own practices. 
22. 
SUMMARY 
This study found that the recording of the adul t patient's back­
ground information can be made more compl ete by the use of our pre-case 
history fonn. The form was deve l oped from optometric l iterature and from 
cl inical investigation . The patient acceptance and intern attitudes 
toward this pre-case history form were very positive . We conclude 
that cl inicall y, our written pre-case history form is an effective ad­
junct to the optometric examination . 
APPENDI CES 
Mr. 
Mrs. 
\ . ...... . .... ....... , . ... .. . .... . ....... I .._,I ... .  �-., ... . I I -
Appendix I 
Miss Birth Date 
---------=---- ------�--=-- -- ----..,..-- -� last first middle month day year 
Phone _________________ Name of Spouse or Parent _ _ _ _ _  _ 
home work 
Employer ________________ Type of work. ___________ _ 
Who referred you to our office? ______________________ _ 
Chief reasons for today's eye examination? _________________ _ 
How long has this been present? ______ ��----�----------
VISUAL INFORMATION 
Date of last visual examination Eye doctor ------------
Do you wear gl a-ss-e·s? D yes O no How long? 
Do you wear contact lenses? D yes Ono How long? 
Do.you wear lenses for seeing at far? 0 yes0 no 
Do you wear lenses for seeing at near? D yes O no 
Were you initially satisfied with them? D yes O no 
Do you use special glasses for work? O yesO no 
Have you ever h ad any visual training? D yes Ono 
Have you had any accidents or surgery to your eyes? D yes O no 
Do you do a lot of reading? D yes O no 
Where do you hold your reading material? D close Ointermediate D arms len9th 
CHECK ANY THAT APPLY TO YOUR READING OR NEAR WORK 
D frown 
0 squint 
D glare 
Others: explain 
0 fatigue 
0 daydream 
D headac hes 
D eyes sore, red, pull 
D lose place easily 
D poor comprehension 
-----------------------�
PLEASE COMPLETE BOTH SIDES 
i 
CHECK ANY THAT APPLY TO YOUR EYES 
O pai n 
0 dryn ess  O swel l i n g O rednes s  
D burn i ng 
0 i tchin g  
0 pul l i ng  
0 ache 
D s en s i ti ve to 1 i ght  
D exces s i ve b l  i nking 
0 excess i ve t ear i n g  [] poor  n i g ht vi s i on 
GENERAL H EALTH INFORMATION 
D spots 
0 styes 
0 feel ti red 
D h eadaches 
D feel i n g  of pressure 
0 h a1 os  around 1 i ghts 
B flashes of l i ght  d i scharge or secretion 
How i s  you r  gen eral heal th?  [] good 0fair [] poor 
D b l  ur at far \.;ith 1 ens es 
D b l ur at n ear with lenses 
0 foggy vi s i on [] doubl e v·is i on 
§0 l),lomentary l oss  of  vi s i on 
d i stort i on of  s hapes 
col o r  changes 
smal l areas of no vis i on 
color b l i ndn ess  
spec i fic 
probl ems 
-------�-
Date of l ast  medi cal exami nat i on Result _________ __; ----------
Date of l ast  dental exami nati on Res u l t 
---------- ·----------
Are you taking any medication __ l·Jhat? _________ Why? __ _ __ ___ _ 
Do you have any drug al l ergies? __ Wh i ch drug ( s ) ? __ ____________ _ 
Name of fami l y  phys i ci an -------------------------
CHECK ANY THAT APPLY TO YOUR HEALTH 
D anemia 
0 d i abetes 
D ast hma 
0 al lergy 
0 gl aucoma 
O u l c ers 
a[] neurol ogi c/psyc h i atri c 
thyroi d disorder 
s kin disorder 
di sorder 
0 heart d i sorder 
0 l un g  di sorder 
D s i n us i t i s  
CHECK ANY THAT YOU HAVE HAD 
0 mumps 
D meas l es 
D goi t er 
D scarl et 
D arthri t i s §. d i phtheri a 
mening i t i s 
fever pol i o  
D tubercu l os i s  
D whoop i ng cough 
D rhuemati sm 
[] seri ous h ead i n jury 
CHECK ANY THAT APPLY TO YOUR FAM I LY H I STORY 
D diabetes a al l ergi es 
hypertens i on 
D
[] cataracts 
g1aucoma 
D b l i ndness  
Oth ers : explain 
B co l or b l i ndness  
crossed eyes 
THANK YOU 
D
o d i zzyness 
pregnancy § h ypogl ycemi a 
h i gh/low bl ood pres s u re 
heari ng  probl em 
0 mi grai ne h eaches 
1) 
2) 
3) 
4) 
� ..&;.) ,.,,  
6) 
7) 
APPENDIX I I 
Pacific University College of Optometry 
Case History Research Evaluation Form 
( Intern Completion ) 
Do .vou feel the case h istory form is too lonq? 
Are there any parts that are unclear? 
Where? 
��������������������-
Do you feel that th is case h istory form makes 
your exam too impersonal? 
Do you feel that such a form helps provide a 
more thorough eye examination? 
Do you feel the background information obta'ined 
by this form is a adequate summary of 
the information about the patient wh o completed 
it? 
Do you feel this form provides a more USEFUL and 
DETAILED patient h istory than you recording 
of your usual verbal interview. 
Would you consider using a written form in your 
own practice? 
8) Additional comments 
����������������� 
THANK YOU FOR YOUR PARTICIPATION 
D yes 
Dyes 
Dyes 
D yes 
0 yes 
D yes 
D yes 
D rio 
0 no 
D no 
O no 
O no 
Ono 
Ono 
I 
APPENDIX III 
Paci fic Un i vers i ty Col l ege of Optometry 
Case  H i story Research Eva l uat i on Form 
( Opti onal  P at i ent parti ci pati on ) 
0 yes 0 no 1) Di d you o bject to the fi l l i n g  out of 
the hi story form? If yes ,  why? 
����������
2) Do you feel  the case h i story form was too l ong?  
3)  Are there any parts that are uncl ear? 
4) Do you fee l  the background i nformat ion obta i ne d  
by th i s  form i s  a complete summary o f  
your med i cal  and vi sua l  h i story? 
If no, why not? 
D yes 
D yes 
D yes 
D no 
0 no 
0 no 
�����������������
5) Do you feel  that such  a form hel ps provi de a 
more thorough eye exami nati on? 
6 )  Do you feel  that thi s case history form ma kes 
your exam i nati on too i mpersonal? 
7) Add i ti onal  comments 
D yes D no 
D yes D no 
�����������������
THAN K  YOU FOR YOUR PARTICI PATION 
..... 
Pacif ic University Colle�e of Optorr.etry 
Confidential Case History Research Form 
(Participation optional) 
Date C ,. 
Appendix IV 
Mr. 
Mrs. 
� Mic .• 
l ast 
street 
first middle 
t:irth b� 
month day year 
city state zip 
� Name Opouse or PaY!fiD �h-o_m_e��--��----��w-o-r�k ���--� 
today's eye examination? 
-----------------� 
HoQ orj)as this been present?--'------------------------
VISUAL INFORMATION 
� last vi sua 1 exami na ti on ____ ...__ ____ __,. _____ ��""""""' E� doctm:) 
Do you wear glasses? 
Do you wear contact lenses? 
Do you wear lenses for seeing at far? 
Do you wear lenses for seeing at near? 
Were you initially satisfied with them? 
Do you use special glasses for work? 
Have you ever had any visual training? 
Have you had any accidents or surgery to your eyes? 
Do you do a lot of reading? 
�no 
�no 
CSJno 
�no 
0<5[@ 
�.no 
�no 
C®=Jno 
fdYes� 
How 1 ol(§"f "")' 
How lo� 
Where do you hold your reading material? � Ointermediate Glirms lenji!Jj) 
CHE�AT APPLY TO YOUR READING OR NEAR WORK 
0frown Dtatigue 
0 squint 0 daydream 
D glare 0 headaches 
Others: explain 
Deyes sore, red, pull 
D lose place easily 
D poor comprehension 
------------------------�
L 
CHE�HAT APPLY TO YOUR EYES 
O pain 
D dryness O swelling 
O redness 
D burning 
D itching 
0 pulling 
0 ache 
D sensitive to light 
D excessive blinking 
D excessive tearing 
D poor night vision 
GENERAL HEALTH INFORMATION 
D spots 
D styes D feel ti red 
O headaches 
0 feeling of pressure 
0 ha 1 os a round 1 i ghts 
0 f1ashes of light 
D discharge or secretion 
D blur at far with lenses 
0 blur at near wHh lenses 
0 foggy vision 
0 double vision 
0 momentary loss of vision § distortion of shapes 
color changes 
D 
sma 11 areas of no vis ior. 
color blindness 
How is your general hea1 €:0 good 0fair Opo�.11:1 t:.1.1·� ���= ..... :-�:::_ ______ _ 
Date of last��xamination __________ Result ____ __ ___ _ 
Date of las�ntabxamination ________Result __ __ _____ _ 
Are you taking aet"]gfcatifili:>_\�hat? _________ Why? ________ _ 
Do you have any drurjflergiiSY. __ Whi�-------------­
Name of famil !i!J5§is�------------------------­
CHEW'THAT'11.PPLY TO YOUR HEAL TH 
D anemia 
B diabetes asthma 
B allergy · glaucoma O ulcers 
·a[] neurologic/psychiatric 
thyroid disorder 
skin disorder 
[] heart disorder 
D lung disorder 
D sinusitis 
disorder 
D
D dizzyness 
pregnancy § hypoglycemia 
high/low blood pressure 
hearing problem 
[] migraine heaches 
Others: explain -------------------------
CH E�HAT YOU HAVE HAD 
D mumps 
D measles 
0 goiter 
[] scarlet 
§ arthritis 
diphtheria 
meningitis 
fever D polio 
Others: explain 
D tuberculosis 
D
D whooping cough 
rhuematism 
[] serious head injury 
-�-�-----�-�--�--�---�--�-
CH E�AT APPLY TO YOUR FAMILY HISTORY 
B
[J diabetes 0CJ cataracts B color blindness 
allergies glaucoma crossed eyes 
hypertension CJ blindness 
THANK YOU .�. 
L 
L 
This information will aid us in providing a more 
thorough visual analysis. 
Mr. 
Mrs. 
Miss Birth Date 
Date ---
Appendix V 
---------�---�.,.,,------- -----------1 ast first middle month day year 
street 
Phone Name of Spouse or Parent 
-------------� --------home work 
Who referred you to our office? 
--------------------� 
Chief reasons for today's eye examination. 
_____
___
_
_ _____
_ _ 
How long has this been present? --------------------� 
VISUAL INFORMATION 
Date of last visual examination _________ Eye doctor __ --------
iJo you wear glasses'OyesDno Contact 1 ens es ?{]yes 0 no 
L How long in total? _____ ______ ___________ _ 
2. How long with latest pair? 
-----�--------------
3. Were you initially satisfied with them? Dyes Ono 
4. Do your glasses help for seeing D di stance Dreading 0 both 
Do you use special glasses for work? 0 yes 0 no 
Have you ever had any visual training? D yes Ono 
Have you had any accidents or surgery to your eyes? 0 yes 0 no 
Do you do a lot of reading? Dyes Ono 
Where do you hold your reading material? D 
close 
CHECK.ANY THAT APPLY TO YOUR READING OR NEAR WORK 
D frown 
D squint 
0 glare 
D fatigue 
D daydream 
D headaches 
PLEASE COMPLETE BOTH SIDES 
D 0 
intermediate arms length 
DO eyes sore, red pul 1 lose place easily 
[] poor comprehension 
L 
L 
L 
CHECK ANY THAT APPLY TO Y .. UR EYES D b 1 ur at far \\'i thout lenses 
blur at near without lenses 
blur at far with lenses 
blur at near with lenses 
foggy vision 
0 pain D spots 
B styes D dryness D swel 1 ing 
D redness 
B
o burning 
itching 
pul 1 ing 
0 ache 
feel tired 
0 headaches double vision 
B sensitive to light 
D 
excessive blinkirg 
D 
excessive tearing 
poor night vision 
B feeling of pressure 
halos around lights a flashes of light 
discharge or secretion 
momentary loss of v1s1on 
distortion of shapes 
color changes 
small areas of no vision 
color blindness 
GENERAL HEALTH INFORMATION 
HovJ is your general health? O good Dtair O poor 
specific 
problems --------
Date of last medical examination Result 
�------�� --------� 
Date of last dental examination Result ---------- ----------
Are you taking any medications What? Why? --- ------- ---------
you have any drug allergies? Which drug (s ) ? --- ------------� 
Name.of family physi�ian -----------------------
CHECK ANY THAT APPLY TO YOUR HEALTH 
D anemia § diabetes 
asthma 
allergy 
D glaucoma D ulcers 
D0 neurol ogi c/psychiatri c disorder 
D 
thyroid disorder 
skin disorder 
D heart disorder 
D dizzyn2ss 
D pregnancy 
D hypoglyce111ia 
a 1 ung disorder 
sinusitus 
Other conditions 
CHECK ANY THAT YOU HAVE HAD 
D
D lazy eye 
surgery 
0 goiter 
0 stroke 
B arthritis 
meningitis 
B polio rheumatism 
Other conditions 
CHECK ALL THAT APPLY TO YOUR FAMILY HISTORY 
D diabetes 
D allergies 
D hypertension 
D
o cataracts 
glaucoma 
0 blindness 
Other conditions 
THANK YOU 
D high/lov1 blood pressure 
D hearing problem 
D migraine headaches 
B
o tubercul OS i S 
crossed eyes 
serious head injury 
D
[J color blindness 
crossed eyes 
30 . 
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